Fabricated or factitiously induced illness (FII) is a form of child abuse in which a caregiver imposes an illness on a child for some attention or gains. These gains could be financial or psychological. It is also known as Munchausen Syndrome by Proxy. In our clinical setting, the patient load is usually high and documentation is not adequate. Most cases could go unnoticed or undiagnosed due to work pressure. The case highlights a neonate with multiple admissions due to induced, imposed, and exaggerated illnesses by a mother, to get financial and psychological attention from the husband. She was found to have severe depression and background borderline personality disorder after a psychiatric evaluation. A high index of suspicion and communication between health-care providers including documentation helps in early detection of these children with FII. The need to further investigate and rule out risk factors in caregivers and child cannot be overemphasized.
Introduction
F abricated or induced illness (FII) also known as Munchausen's Syndrome by Proxy (MSBP) is a form of child abuse in which the perpetrator is the caregiver of the child, usually the mother. [1, 2] The victim (child) is usually under 5 years. This involves convincing the child and health-care professionals that the child is ill, exaggeration of symptoms, or even induction of symptoms of illness.
It is a covert and potentially lethal form of child abuse that is difficult to recognize and deal with, hence, the importance of increasing the awareness of health-care professionals about it. A high index of suspicion is required to identify this condition. [3] [4] [5] Roy Meadow in 1977 coined the term ™MSBP to describe a form of child abuse in which the caregiver (generally the mother) causes or simulates illness in the child for psychological gain. [6] Later in 1994 and 2000, the Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV) and DSM-IV-TR, respectively, used the term "factitious disorder" by proxy to describe a psychiatric illness of the perpetrator who fabricates or inflicts illnesses on her/his victims. [2, 4, 7] In 2013, DSM-V used the term "Factitious Disorder Imposed by Another" instead of MBPS. [8] In the United Kingdom, MSBP is now termed FII, although MSBP is still widely used in other countries. [9, 10] There are four diagnostic criteria for diagnosis of FII, namely: [8] 1. Falsification of physical or psychological signs or symptoms, or induction of injury or disease, associated with identified deception 2. The individual presents the child to others as ill, impaired, or injured 3. The deceptive behavior is evident even in the absence of obvious external rewards 4. The behavior is not better explained by another mental disorder, such as delusional disorder or another psychotic disorder.
The harm to the victim is also described as pediatric condition falsification. Most of these caregivers have some form of unresolved psychological and behavioral problems such as self-harm, drug or alcohol abuse, have experienced death of another child, and have a borderline personality disorder or benefit financially or emotionally from the child's illness.
It is a condition that should be suspected when physical signs do not tally with the history given or explanations are not consistent, the child has had multiple admissions or been to various hospitals for treatment of unexplained illness without improvement or when there are >2 unexplained sibling deaths or sudden infant death syndrome in infancy or childhood. [11] Presentations are varied, FII may be chronic or episodic with periods of relative peace in between presentation. [12] It could be as simple as fabricating illness or as complicated as manipulation of test results such as putting sugar in urine to simulate diabetes to deliberate induction of symptoms with drugs or poison. [4, 13] Many cases go unreported or undetected; therefore, a high index of suspicion is required to make this diagnosis. The child may be made to play a sick role, and multiple hospital admissions are common. The perpetrator may be a health worker or conversant with medical setting in most cases.
Complications
Children of parents with MSBP are at risk of injury, repeated admissions, and even unnecessary invasive procedures. Mortality could be as high as 6%-10% in this form of child abuse, especially if it is chronic. [14, 15] 
Management
The management includes acute management and long-term management.
Any suspected cases should be reported to social services, police, and appropriate child protection agencies. In low-and middle-income countries, with poorly organized child social services (where available), this might be difficult.
The first priority is to protect the child. This will involve removal of the child from the caregiver where possible, and supervision where total removal becomes difficult. While on admission, restricting access of the abusive parent from the ward while other issues are sorted out might temporarily suffice. Identification and treatment of any psychological problem in the parent should be done. This can be difficult as most will deny and refuse to accept there is a problem. This is more so in those with personality disorder.
In Nigeria in the early 1990s, Ifere et al. reported a case spanning over 8 years. He had various admissions in several hospitals across the country and was exposed to various invasive procedures. [16] The case report was one of the few case reports of the condition from Nigeria. This paucity of reports of FII from Nigeria could be due to difficulty in the detection of cases possibly due to work pressure. Poor documentation and reporting systems in our environment, in addition to poor inter-discipline communication among health-care professionals, could be other factors responsible for few literature reports from Nigeria. We aim to report a case from Nigeria involving a neonate highlighting the challenges in making the diagnosis and the management of FII in our environment.
Case Report
We report baby MA, a male neonate who was first seen at our facility at 4 h of age. The baby was referred from a private clinic where he was delivered through emergency cesarean section indication being placenta previa type II. The mother of this neonate had antepartum hemorrhage before surgery at term. The neonate was referred to our hospital on account of respiratory distress and foaming from the mouth with grunting. At the time of presentation to our facility, the mother was still at the referral hospital, and detailed information regarding pregnancy was not available. A family member (a health-care worker at another hospital) was contacted who gave the history. It was the first pregnancy of a 19 year old primi para, booked at 2 months of gestation. She was a student of a high institution, the second wife in a polygamous family setting of two wives and three children. The father was a businessman. The referral letter from the birthing hospital had inadequate information surrounding the delivery, and the Apgar scores were not documented.
On examination, the neonate weighed 2.5 kg, estimated gestational assessment using the modified Ballard charts was 36 weeks, and an occipito-frontal circumference was 33.5 cm. He was in respiratory distress, grunting with use of accessory muscles of respiration. He had a respiratory rate of 52 cycles/min and SPO 2 of 85% in room air. He was conscious and had optimal primitive reflexes.
A diagnosis of aspiration syndrome with differential diagnosis of early-onset neonatal sepsis with pneumonia in a near-term baby was entertained.
The baby was admitted and resuscitated. Investigations done revealed: normal random blood sugar of 4.9 mmol/L, raised mini ESR of 3 mm, low packed cell volume (PCV) of 38%, normal serum electrolyte, urea, creatinine, Ca 2+ , and phosphate levels. A chest radiograph showed few pulmonary infiltrates. He was placed on intranasal oxygen at 1.5l/min (the oxygen saturation improved to 95%) and placed on empirical broad-spectrum antibiotics and intravenous fluids as par protocol of the Special Care Baby Unit (SCBU). He had top-up transfusion to raise PCV to 45%. Blood culture did not grow any organism. His condition improved on this treatment and mother was transferred from the referral hospital on the 2 nd day of life. Additional history revealed no maternal risk for sepsis and baby was put to breast to initiate feeding.
The patient remained stable, breastfeeding was established, and it was adequate. He was discharged home on the 6 th day of life. On the 3 rd day of discharge from the hospital (9 th day of life), the mother brought him for a follow-up visit. There was no new complaint, and he was examined and found to be in good health.
At the age of 20 days, the baby was rushed to the SCBU by the mother. There was a history of poor suck and abnormal body movements few hours before the presentation. He was said to be in good health and under the care of a 14 year old aunt while his mother was asleep when symptoms occurred suddenly. The aunt had fed the baby with evaporated milk; she reported being afraid to wake his mother up to feed him. The mother appeared agitated; she denied that she did not want to be woken up to feed the baby. She could not provide adequate explanations of the events leading to the onset of the convulsion or fast breathing. The old case note was not available at the time for details of the previous admission.
On examination, he was found to have tachypnea, with SPO 2 of 98% in room air, there were no crepitations. A diagnosis of possible aspiration of feeds and possibility of child abuse was made. He was then admitted and placed on intravenous antibiotics and close monitoring pending investigation results. PCV was 41%, mini ESR of 2 mm/h, and random blood sugar was 7.9 mmol/L.
Results of chest X-ray showed patchy opacities suggestive of bronchopneumonia while echocardiography showed no structural abnormality. While on admission, the patient did not show any sign of illness. There were no convulsions observed, the respiration remained normal, and he was breastfeeding adequately. The patient was then discharged home after 2 days on admission.
Three hours after, he was discharged; the baby was rushed back into the SCBU with difficulty in breathing and abdominal distension. Other family members accompanied the mother of the baby to the hospital. They kept urging the mother to reveal what had happened to the infant. The mother refused to give an account of events surrounding child's symptoms and appeared agitated. This further increased our suspicion of FII and based on this, the baby, who had exceeded the unit's age cutoff, was allowed in the unit until mother's medical issues were sorted out. The father of the baby who was contacted for further information refused to come for the meeting, but a phone conversation with him revealed a history of family disharmony, violent outbursts in the mother and that she had often neglected to feed or take care of the baby. It also revealed that they were divorced.
A joint clinical conference with the psychiatrists, the social welfare, hospital legal unit, the neonatal team, the mother's parents, and other extended family members was held. Some family members disclosed that the mother was manipulative and had a strained relationship with family members.
The psychiatric review revealed that in the last 17 days the mother had been having a daily low mood, decreased energy, decreased enjoyment, frequent crying spells, early morning wakefulness, excessive guilt feelings, hopelessness, and decreased interest in the baby. Premorbidly, she was described as an impulsive person. She responds to minor disappointment with severe outbursts of anger. She often threatens to commit suicide. She had several episodes of deliberate self-lacerations in the past.
Based on the findings of the psychiatric evaluation, the mother was diagnosed with severe depression without psychotic features and comorbid borderline personality disorder. The risk assessment also revealed the baby was at risk of infanticide.
The mother was to be admitted to the psychiatry ward and to be on medication while the child was placed under the custody of the maternal grandmother and nurses in the clinical setting.
Following the joint meeting, the patient's mother and ex-husband signed discharged against medical advice form and refused to stay in the hospital. The baby was stable and was, however, discharged to the grandmother after being immunized; he was booked for a 1-week appointment for follow-up which was kept. At follow-up, he was found to be healthy with no problem.
One week after the discharge, at the age of 36 days, the infant was brought to the Emergency Pediatric Unit by the mother with a complaint of regurgitation of feeds and difficulty in breathing. The mother had opened a new hospital file for the infant and was seen and treated as an entirely new patient, with no mention of the previous admissions. The infant was found to have a normal physical examination, and the mother was reassured and counseled on feeding.
The social welfare unit of the hospital traced the family through a relative 4 months later. The baby was said to be doing well, but efforts to contact the family after that were unsuccessful.
Limitations in Management
• Poor social welfare services • No functional established child protection agency/body • Refusal of the patient to undergo psychiatric treatment and lack of legal enforcement for treatment.
Discussion
The victim in this case was a neonate and, hence, it was a bit difficult to make the diagnosis at first. Neonatal presentations are not common, with the average age at diagnosis of FII commonly being 39 months. This was because all history was obtained from the perpetrator (the mother) who was good at manipulating the symptoms to suit her needs for attention. This was typical of FII presentations, where the perpetrator is able to deceive the medical staff to suit her/his intent. [1] This infant had multiple presentations to the hospital, the mother interfering with the history and his condition and no other explanation for the recurrent respiratory distress. This is in keeping with one of the Rosenberg criteria for the diagnosis of FII that is multiple hospitalizations and tampering with the child or the medical situation. [17] History regarding the father and social setting of this child was not accurate at the initial presentation of this infant. This shows the importance of having a high index of suspicion and putting extra effort to take further history when the presentation is not as expected for clarification.
The psychiatrists were involved in the management of this case; this enables the managing team to have an insight into the bigger picture of the case and the potential danger posed by the caregiver's mental ill health which is a major risk factor for FII. [18] A multidisciplinary team was involved in the evaluation of this case, as supportive confrontation is the initial modality of treatment recommended. [19] The symptoms of this child appears to have occurred when the mother was in full conscious state of mind. This is in keeping with FII where the harming of the child is said to occur when the perpetrator is in the nonpsychotic state. [17] The involvement of the hospital management legal department, the social welfare department, and the extended family were helpful in organizing a plan of action for the management of this patient.
The dramatic improvement of this infants condition when the grandmother was made the primary caregiver, with the relapse of symptoms as soon as the infant returned under the sole care of the mother is another typical presentation of FII, where separation of the victim and perpetrator leads to abatement of symptoms. [20] Although the refusal of the patient's mother to be admitted for full treatment was a major challenge in this case, the family were made aware of the potential danger to the child and herself. Involvement of the family also made them more vigilant in observing her behavior and nurturing of the child.
The unusual family circumstances of the victim coupled with the lack of functional child protection services was another limitation. Ideally, the child could have been kept in custody of child protection services or even foster home pending, when the mental illness of the mother was treated and certified fit to take on the care of her child if a family member could not be assigned. Involvement of the grandparents in the care of this infant was in the hope that there will be extra vigilance on the mother, thereby decreasing further risk to the infant. However, the financial circumstances of the grandparents make them unable to take over the care of the infant totally. The absence of the father further enhances the vulnerability of this infant. Although the father of this infant knew that the mother had been neglecting the infant, he apparently did not do enough to protect this infant. There have been reported cases of FII where there may be a nonabusing parent residing with the victim while the abuse is going on, or the father may support their spouses and some may be accomplices in the abuse. [20, 21] The nonperpetrating father is known to be distanced from the hospital [20] as seen in this case. Marital disharmony is reportedly common in the families of victims of FII. [20] The lack of an integrated computerized medical record system within the hospital and even the state delayed diagnosis. An integrated computerized system may ease detection of multiple hospitalizations and probably aided in making an early diagnosis.
Lack of functional child protection agencies and legal enforcement to ensure the mother gets appropriate medical care, left this infant at risk and led to the fourth presentation of this patient to the hospital. Health-care providers could not enforce the recommended psychiatric admission of the mother. This highlights some of the difficulties encountered in the management of this condition in our environment.
The family was eventually lost to follow-up. This is commonly encountered in cases of FII. [17, 20] 
Conclusion
This case has shown that a high index of suspicion, communication, and collaboration between health-care providers including documentation helps in early identification and management of children with FII. It has also highlighted the need for involvement of family and other support systems when dealing with a suspected case, to help diagnose and make management plans for these children. It has also shown the lack of functional child protection services in our environment when faced with immediate decisions regarding child protection and safety.
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